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Abstract of Thesis 
The United States is home to a population that is nearly 20% bilingual. A statistic such as this 
almost guarantees that speech-language pathologists (SLPs) will work with someone from this 
bilingual population at some point during their career. Many factors contribute to how children 
learn language, and there are added complexities in the acquisition of multiple languages which 
can complicate the job of a clinician. Silent periods, codeswitching, transfer, and other bilingual 
language phenomena make diagnosing speech and language disorders difficult. The American 
Speech-Language-Hearing Association (ASHA) provides guidelines and a code of ethics to be 
followed to ensure best practice. Clients must be assessed in both of their languages, and 
different acquisition and phonological patterns need to be analyzed to provide an accurate 
diagnosis. A survey was created to discover Nebraska school-based SLPs practice patterns with 
bilingual clients. This survey requested demographic information, bilingual status, familiarity 
with suggested guidelines, and practice patterns. This descriptive study provided inconclusive 
results due to insignificant survey response rates.  
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Bilingual Practices in Speech-Language Pathology in Nebraska Schools 
The United States is home to an increasingly diverse population of citizens. Anyone 
could travel to a new neighborhood, shop at a new market, or encounter a new business and find 
an experience much different than what they may find somewhere else. Take the well-known 
enclaves of New York City, for example, such as Chinatown, Little Italy, Koreatown, and more. 
It is expected to be able to venture into these areas and experience language and culture much 
different than the typical “American” way. These stark cultural and linguistic differences, 
however, are not exclusive to large cities. Owens (2016) reported that nearly 20% of United 
States citizens are bilingual. This statistic does not account for persons who are monolingual, but 
in a language other than English. While hundreds of different languages are spoken in this 
nation, the two most common languages today are English and Spanish. A staggeringly high 
statistic such as this guarantees most professionals, including speech-language pathologists, will 
encounter and work with someone from the bilingual population at some point during their 
career.  
 Speech-language pathologists (SLP) strive to provide the highest quality services possible 
by following research-based practice. There is no clearly defined standard of delivery for each 
separate language a provider may encounter in regard to delivering services to a bilingual client, 
but there are overarching guidelines that are believed to lead to high-quality intervention. These 
guidelines were created by considering many factors of bilingualism such as how multiple 
languages may develop (whether simultaneously or non-simultaneously) and cultural differences 
which may also affect language. Speech-language pathologists must familiarize themselves with 
this information to be able to better serve the increasingly diverse communities of the United 
States. 
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 Many factors contribute to how children learn multiple languages. Factors such as 
education level of the mother, social connotations around the language, environments in which it 
is spoken, the age of the child, and motivation all contribute to a child’s ability to learn multiple 
languages (Owens, 2016). Type of bilingualism will also shape the communicative behaviors 
seen. Simultaneous bilingualism refers to acquiring two languages simultaneously where both 
languages are introduced before three years of age. If a language is introduced after the third year 
of life and the learner has already gained a basic proficiency in their first language, this is called 
sequential bilingualism. This type of bilingualism is also known as successive bilingualism and 
second language acquisition. The term ‘dual language learner’ refers to someone who is learning 
two languages both simultaneously and sequentially, and English language learner (ELL) refers 
to a person who is learning English (Paradis, Genesee, & Crago, 2011). 
Surprisingly, the rate at which a bilingual child starts acquiring their languages is quite 
similar to that of a monolingual learner. Around the time a child reaches one year of age, they are 
better able to differentiate the sounds between languages they know and hear versus languages 
that are foreign to them, which is similar to adult capabilities (Ramírez & Kuhl, 2016, p. 3). 
Bilingual children can be seen following a similar language production trajectory as monolingual 
children. Babbling and early sound productions happen around the same time, but the sounds 
produced reflect the phonetic systems the child has been exposed to (Owens, 2016, pg. 203).  
In the beginning stages of developing two languages, a child will have two different 
lexical systems. This is how they are able to discriminate between the two languages. The child 
may name objects in the wrong language at a certain time though they still are using the correct 
term, such as saying ‘gato’ in their English-speaking school when they are telling a story about 
their cat at home. This is an example of overextension between languages. The child will begin 
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to discern which conversation partners require which language but will take slightly longer 
(around three months longer) than monolingual toddlers to learn words with slightly different 
phonemic value (American Speech-Language-Hearing Association [ASHA], 2019). 
A bilingual child will also take longer to use correct syntax per language than a 
monolingual individual. They will find common elements between languages and then start to 
develop more complex syntactical items after a base is formed. After a while, correct lexical and 
syntactic structures will be consistent with each language, but the languages will continue to 
interfere with each other’s grammar. Termed as interference or transfer, these substitutions 
happen due to the influences that the languages may have on each other. This is a normal 
phenomenon and not to be considered disordered (ASHA, 2019). Sound systems of language 
may also have an influence on each other. Many languages do not have some of the phonemes 
that are present in English, so ELL students may have difficulties producing certain sounds in 
this language. 
 Mixing of language is common amongst all bilingual children. Two percent of a bilingual 
preschooler’s utterances are mixed phrases (Owens, 2016). This is most likely happening 
because a child may borrow words from one language when they cannot find the words they 
need, or codeswitch. When comparing monolingual and bilingual children, monolinguals display 
more advanced overall language skills at age two, though in a bilingual child, the vocabulary of 
both languages combined is similarly developed (Goldstein & Gildersleeve-Neumann, 2007). 
Around the age of seven, a child is able to separate their languages rather effectively.  
 Individuals who are second language learners may also have a period in which their 
receptive language skills develop greatly while there is minimal language expression. This is 
known as the silent period. In this period, the focus of the learner is more directed toward 
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comprehending the new language instead of producing or speaking their language. Younger 
children often stay in this silent period longer than older learners (ASHA, 2019). This 
phenomenon is not to be confused with language loss, which may actually have a negative 
impact on the bilingual learner. Language loss happens when an individual loses their first 
language abilities (L1) when learning a second language (L2). This can happen if language 
instruction and usage is primarily in L2 while L1 experiences the common ‘use it or lose it’ 
phenomenon of language competence. This is also called subtractive bilingualism, while its 
positive counterpart that language learners aim for is termed additive bilingualism (ASHA, 
2019). 
 Becoming proficient in a second language is no easy task and may take a long period of 
time to accomplish. There are two separate proficiencies with second-language learners: social 
and academic language. Social language is slightly easier to acquire, and an individual may be 
able to hold conversations and navigate social aspects of life with ease within a couple of years. 
Academic language, however, is much more difficult to navigate and learn, so although a 
speaker may be socially proficient in a language, they may also struggle with academic language. 
Academic language may take 7 years to become proficient (ASHA, 2019), and adults who learn 
a second language will very rarely achieve the level of native fluency.  
 It is imperative that SLPs be able to discriminate language and phonological disorders 
from language and phonological differences. Languages are all different. Grammatical structure 
and word type acquisition happen at different points in other languages. O’toole and Hickey 
(2012) reported that English prepositions develop faster than in Irish, supporting differences in 
acquisition timelines across languages. Grammar also differs across languages, such as Spanish 
adjective noun word order. Instead of saying “the red chicken” Spanish structure dictates “the 
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chicken red”. Pragmatics differ across culture and language as well. In some cultures, people 
stand in much closer proximity, or have more or less eye contact than we see in English. These 
differences do not mean that a client’s language is disordered. We cannot expect perfection of a 
language with anyone, especially a student who may be just starting to learn English. To be 
determined as disordered, a client would need to be assessed in both of their languages to 
determine if the errors exist in both. If they do, they can then be diagnosed as disordered. 
Research can aid a clinician in determining language and phonological differences from 
disorders.  
  It is clear that there are many complexities of bilingual and second language 
development. Such scenarios may complicate the job of an SLP while one must tease out the 
subtleties between a language/phonological difference from a disorder while possibly involving 
other professionals or working with interpreters. According to Govindarajan and Paradis (2019), 
ELL students are misdiagnosed at a rate of around 20%. Speech-language pathologists are 
expected to follow certain procedures when working with this population to combat this high 
misdiagnosis rate. 
 Currently, new speech-language pathologists must obtain a master’s degree in speech-
language pathology from an accredited program to legally practice in the state of Nebraska. The 
clinician must also be licensed within the state, be above the age of 19, and have supervised 
professional experience. In addition to these legal requirements, practitioners are expected to 
follow the Code of Ethics which states:  
Individuals shall not discriminate in the delivery of professional services or in the 
conduct of research and scholarly activities on the basis of race, ethnicity, sex, gender 
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identity/gender expression, sexual orientation, age, religion, national origin, disability, 
culture, language, or dialect (ASHA, 2016).  
Also, an SLP should only provide services in areas in which they are competent, and they 
assume the responsibility of finding a service provider who is competent in the event they are 
unable to serve the client. If a clinician identifies as bilingual, they must be able to provide 
services in their first and second languages independently with close to native proficiency in all 
linguistic areas. The state of Nebraska is home to a primarily homogenous ethnically-white 
group of SLPs (See Appendix A, Figure 1). Of these SLPs, a very small percentage, only 1.2% 
(ASHA, 2018), are bilingual service providers (See Appendix A, Figure 2). It is important to 
note that Figure 2 includes SLPs whom are both employed in schools and other settings. This 
small number lends the question of how bilingual students in Nebraska are being identified as 
needing speech and language services and receiving these services.  
Research Questions and Hypotheses 
 The first step of this project was to develop an understanding of how bilingual language 
development differs from monolingual language development. This information aids in creating 
an understanding as to why the American Speech-Language-Hearing Association (ASHA) and 
the state of Nebraska have rules and guidelines detailing how bilingual clients should be served. 
The current study aims to discover how these practices are actually taking place in Nebraska 
schools. The following research question will be addressed: 
1. Do current practices of school-based SLPs in the state of Nebraska follow ASHA’s 
guidelines for provisions of service to persons who are bilingual, English language 
learners, or non-native English Speakers? 
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Data will be gathered in a survey format to collect information about demographics of 
populations served, procedures of working with bilingual clients, and familiarity with ASHA’s 
Code of Ethics and Guidelines for serving bilingual populations. The following hypotheses were 
formed: 
 H1: Nebraska school-based SLPs who are based in urban areas will have more 
experience and familiarity with serving bilingual populations and the guidelines they 
should follow. 
 H2: Collectively, Nebraska school-based SLPs will follow ASHA’s Code of Ethics and 
guidelines for provisions of services to bilingual, ELL, and non-native English clients.  
Methodology 
Participants 
 Participants recruited for this study were members of the Nebraska Speech-Language and 
Hearing Association (NSLHA) who are practicing SLPs. Participants who self-reported they are 
school-based SLPs practicing in the state of Nebraska were eligible for completing the study. 
Potential participants were notified by email of their opportunity to participate.  
Procedures 
 A survey (see Appendix B) was designed to collect qualitative data using the secure 
survey engine “Qualtrics”. The questions of the survey requested demographic information, 
bilingual status, practice patterns, and information regarding familiarity with ASHA’s Code of 
Ethics and Guidelines. The survey contained skip logic and breaks to ensure participants were 
not being asked repetitive questions and to avoid survey fatigue. The survey was distributed to 
potential participants through an email blast from the NSLHA organization. A flyer with links to 
the consent statement and survey (see Appendix C) were posted on the organization’s website, 
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and once survey responses had plateaued, the NSLHA membership directory was used as a 
resource to gather emails. Another email containing the flyer and consent statement was sent by 
the student researcher. All invited participants (n= 250) had access to the survey link for one 
month. After data was collected, results were analyzed. 
Results 
 In total, 13 survey responses were received, and 11 of those surveys provided usable data. 
The SLP respondents served a variety of community sizes: six (54.5%) serving communities of 
0-9,999 inhabitants, one (9.1%) serving a community of 10,000-29,999 inhabitants, and four 
(36.4%) serving communities of 30,000+ inhabitants.  
One participant reported being socially and professionally bilingual in English and 
Spanish, while the other 10 participants were monolingual English speakers. In addition, all but 
one respondent (who attended the University of North Dakota) earned their Bachelor’s and 
Master’s degrees at a Nebraska University. All participants hold licenses from the Nebraska 
Department of Health and Human Services and their Certificate of Clinical Competence through 
ASHA. All but one participant holds a Nebraska teaching certificate with an endorsement in 
speech-language pathology. Three respondents indicated they had participated in specific 
trainings for working with bilingual/ELL clients (See Table, Table 1). The participating 
clinicians had a combined 198 years of experience in the field ranging from 3-35 years. The 
average time spent practicing for the group was 18 years. 
Caseloads of the participants included the spectrum of public education coverage from 
birth-three through 18-21 years of age. Caseload sizes varied greatly ranging from 10-70 students 
being served. The mean number of clients served was 45.7 clients per clinician. Of the 503 total 
reported clients served, 39 were bilingual/ELL clients (7.75%). Four (36.4%) participants 
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reported serving these clients and three of these providers were located in cities of 30,000 or 
more people. Seven (64%) of the 11 employing school districts had English as a Second 
Language (ESL) or English Language Learning programs, and only one SLP participant was 
involved in their school’s program. All but one respondent indicated that an interpreter would be 
available to assist in their practice if needed. 
A large majority of these respondents provide services to their clients using both 
classroom-based and pull out methods. Two clinicians reported using standardized bilingual 
assessments to verify diagnosis and monitor progress of their clients. The nine clinicians who do 
not use standardized bilingual assessments reported not using them because they are not 
accessible, they are not bilingual so they cannot administer the test, the ESL staff do the testing, 
interpreters do the testing, they use other methods of evaluation, or they assess using non-
standardized measures. A combination of ESL staff, resource teams, and the SLP work together 
in most of the cases to determine if a bilingual child needs services.  
In regard to familiarity with ASHA’s Guidelines for providing services to bilingually 
diverse clients, nine of the 11 participants reported being familiar with this information, though 
all participants reported being familiar with ASHA’s Code of Ethics. When asked what they 
would do if they were to feel ill-equipped to practice with a client due to linguistic differences, 
no participant responded they would drop the client. Five of the participants indicated they 
would find an interpreter to assist in delivering services; three indicated they would provide 
services to the best of their ability; two indicated they would find an SLP who was better suited 
to serve the client; one indicated they would combine all three choices if needed. One participant 
delivers services in multiple languages. 
Discussion 
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 The results of this research are inconclusive due to insignificant survey response rate. 
Therefore, no reasonable conclusions can be drawn from this data. However, if the data patterns 
were to continue in a similar trajectory, it would be suggested that many bilingual/ELL students 
would not be receiving fully appropriate services. Four participants indicated that they served 
bilingual clients, but only two participants indicated they assess clients with standardized 
bilingual assessments. To accurately diagnose a bilingual client as disordered, they must be 
assessed in both of their languages and score below typical levels in both. This information, 
though, would need to be investigated further as it is possible that clients were evaluated 
informally in their languages.  
 Two participants indicating they were not familiar with ASHA’s Guidelines for providing 
services to bilingually diverse clients suggest they may not be appropriately providing services. 
If the one respondent who did not have access to an interpreter in their practice was not bilingual, 
it would be impossible for them to provide assessment and services in both languages which 
does not follow the suggested guidelines. Due to the fact that no participant opted to refuse 
service to a client they felt ill-equipped to serve due to linguistic differences supports the 100% 
response rate indicating familiarity with ASHA’s Code of Ethics. The strongest pattern found in 
the available data points to a possibility of SLPs in urban areas having more exposure to 
bilingually diverse clients. 
 While the data collected may suggest a few problematic items involving practices with 
bilingual/ELL clients in the state of Nebraska and more bilingual clients in higher-populated 
areas, no clear patterns in responses were found. For this reason, the research hypotheses can 
neither be supported nor rejected. 
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 There were limitations that greatly impacted the validity of this research. Survey research 
is considered significant when response rates reach 20%. This study yielded a 4.5% response 
rate. The generalizability of the results of this study are limited due to limited participation and 
insignificant amount of data collection. A larger number of responses would be needed to 
provide usable data. The survey lacked a question regarding use of bilingual dynamic or non-
standardized assessments, which leaves room for error due to the fact that these alternative 
assessment procedures are also valuable when making a diagnosis.  
Conclusion 
 Language acquisition, especially in bilingual/ELL clients, creates many complexities for 
SLPs to analyze and understand. Certain language phenomena are deemed normal, while some 
differences indicate a bilingual client may be experiencing a disorder. There are many different 
scenarios in which clinicians may find themselves, and it is difficult to predict how a majority of 
clients may be served. This project attempted to understand typical practice patterns of Nebraska 
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